For those diagnosed with diabetes, the changes necessary to establish and maintain good metabolic control can require wide-ranging lifestyle adjustments in terms of food purchased, diet, glucose monitoring, activity levels and medication.
Since Type 2 Diabetes often occurs later in life, it is likely that many people with Type 2 Diabetes will already have established close relationships. Consequently, in the majority of cases, the lifestyle changes necessary for management of Type 2
Diabetes will impact upon couples, if not families, and will necessitate a reorganisation of existing close relationships.
Relationships can affect an individual's vulnerability to illness, the impact of that illness, recovery from illness, mortality levels and even the utilisation of hospital services (1) . Family stress and marital satisfaction has been found to contribute to overall health, immune system functioning (2) and endocrine functioning (3) . Various characteristics of the family unit have been correlated with outcome in a range of illnesses, including chronic fatigue (4), schizophrenia (5), cancer (6) and cardiovascular illnesses (7) .
A considerable amount of research has examined the role of the family in relation to health-related outcomes among people with Type 1 Diabetes (eg. 8,9).
However, this research tends to focus on adolescents or young adults. Given that Type 2 Diabetes is more likely than Type 1 Diabetes to onset later in life, the nature of the relationships formed by people with Type 2 Diabetes are often different from those formed by people with Type 1 Diabetes.
Among adults with Type 2 Diabetes it has been shown that family support, and spousal support in particular, are associated with positive self-management 4 behaviours in general (10) and with dietary behaviour specifically (11, 12) . However, there is research to suggest that close relationships can also impact negatively on diabetes-related outcomes (13, 14) . This negative impact is often the result of the person with diabetes feeling "over-protected" by close family members (15, 16) .
Therefore, it is important to explore whether the nature of close relationships can impact on diabetes-related outcomes and, more specifically, there is a need to examine the associations between close relationships and psychological outcomes that have been shown to be related to self-management behaviours (17) .
The only previous research which has sought to address this need is a series of studies conducted by Trief and colleagues (18) (19) (20) (21) . Nevertheless, this series of studies included as participants a group of people with diabetes who were taking insulinthey did not discriminate between people with Type 1 Diabetes and Type 2 Diabetes and they did not include people who were not taking insulin. Furthermore, the relationship quality measures used in these studies provided an overall assessment of relationship quality rather than being separated into different dimensions of relationship quality to allow an exploration of how the nature of the relationship is associated with outcomes.
There is no previous research which has examined the association between relationship quality and diabetes-related outcomes among people with The regression model presented in Table 3 explained 38% of the variance in the DQOL satisfaction scale (adjusted R 2 = 0.28; F(12,74) = 3.821, p <.001). The demographic variables explained 23% of the variance, with the PAIR scales contributing the remaining 15%.
The regression model presented in Table 4 The number of comorbidities also impacts on the level of satisfaction with the impact of diabetes on the person's life.
More specifically, the findings demonstrate that a specific aspect of relationship quality -intimacy in recreational activities -is positively associated with the outcomes mentioned above. In effect, this means that the people in our sample who were more likely to believe that they engaged in shared leisure pursuits with their partner were also more likely to be well-adjusted to their diabetes (in that they were more satisfied with the impact of diabetes on their life and be more accepting of their diabetes). The association appears to be specific to active leisure activities, as neither a significant or strong association was found between measures of adjustment and shared intellectual activities (as assessed by the PAIR intellectual scale) or shared activities of any type (as assessed by the DAS cohesion scale).
The relationship between adjustment and leisure pursuits may be explained in at least two ways. Having more comorbidities led to less satisfaction with the impact of diabetes on quality of life but was not associated with personal integration of diabetes. This suggests that having additional comorbidities does not impact on the person's psychological adjustment to diabetes but does impact on their perceived burden of self-care. Our sample was not large enough to consider the type of comorbidities but such an analysis might provide further insights. For example, it might be the case that people who have other conditions which also require a portion of time to be spent in treatment (eg. kidney dialysis) find that the additional burden imposed by selfmanagement of diabetes is detrimental to their life quality.
Nevertheless, relationship quality, and intimacy in recreational activities specifically, added significantly to the explanation of quality of life and personal integration of diabetes even after considering the demographic and medical variables 12 assessed in this study. The findings therefore suggest a need for psychosocial interventions in Type 2 Diabetes to consider the role of the partner.
Relationship quality in this study did not explain blood sugar levels (as assessed by HbA1c). A similar finding has been noted previously (19) and in the present study the small variation in levels of blood sugar across participants is a potential explanation for the lack of association.
In the present study, scales on the PAIR were stronger correlates of the outcome measures than scales on the DAS. In previous research among people with diabetes, the PAIR and the DAS were found to contribute similarly to the explanation of quality of life (19, 20) . However, in these studies only total scores were used rather than the separate scales of the questionnaires and the sample was a mixture of people with Type 1 and Type 2 Diabetes. Therefore, we conclude that the dimensions of relationship quality assessed by the PAIR are more appropriate than the DAS in explaining adjustment among adults with Type 2 Diabetes who are not taking insulin.
There are limitations to the generalisations that can be made on the basis of this study, which primarily result from the relatively small sample size. Given the sample size, it is inappropriate to dismiss variables as unimportant in explaining adjustment to diabetes simply because they did not show a statistically significant relationship in this study. However, our findings point towards the most salient variables among those assessed.
Additionally, it is unclear to what extent our sample represents the population of people with Type 2 Diabetes who are not taking insulin. As is often the case in studies that use this design, it is not possible to obtain information on those who did not respond to the request to participate. Therefore, it is important to clarify that our sample is a generally well adjusted group of individuals with Type 2 Diabetes who are 13 not taking insulin, who attend a hospital-based diabetes clinic rather than attending primary care services only and who are currently in a heterosexual relationship. The implications of this research are, therefore, limited to a population defined by these characteristics.
In conclusion, the findings of the present study suggest that active interactions within couples in a relationship may offer a positive effect in relation to diabetesrelated outcomes. The nature of the associations highlighted in the present study is important information for health professionals involved in diabetes education programmes.
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